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Leaders: 


I hope this edition of the Rudder finds you well. Be- 
fore I proceed with this month’s column, I want to con- 9 
gratulate CAPT Matt Case, MSC, USN, on his selection TAK 
to Rear Admiral. He will also follow me as your 20th + K 
MSC Director/Corps Chief. Given CAPT Case’s depth [vias 
and breadth of experience, knowledge, and leadership 
qualities, there is no one better suited to move Navy 
Medicine and our Corps forward in the coming years. 

Once a change of authority date is finalized we will let 
everyone know. 


a 


This month’s column continues our series where I 
briefly highlight how our Medical Service Corps is di- 
rectly contributing to the Surgeon General’s 4P’s 
(People, Platforms, Performance, and Power). This column focuses on Platforms 
and Performance. 


Platforms. The end state of this “P” is that Navy Medicine has modern and 
maintained equipment sets and platform training in place to support the operational 
and installation commanders. 


Navy Medicine is laser-focused on achieving this desired end state. At the head- 
quarters level, many MSCs continue to significantly contribute to ensuring we have 
the necessary modernized platforms to meet our pacing threat. This includes an im- 
portant new office within NAVSEA that will deliver new material capabilities, in- 
cluding acquisition oversight of our future platforms. Our Logisticians skillfully 
delivered a modernized EMF 144 bed to Norway and continually work with stake- 
holders in reviewing and standardizing AMAL/ADALs for existing platforms and 
the new EPF Flight II ship. Navy Pharmacists have been active participants in sev- 
en Navy Fleet and Marine Corps AMAL modernization review teams, contributing 
to over 345 changes. And, our Environmental Health Officers ensure operational 
and installation platforms are safe and healthy, as well as serve as the on-site medi- 
cal representative for NAVSEA during construction of LHD, LHA, LPD, DDG, 
and LCS Class ships. 


Performance. The end state of this “P” is that Navy Medicine will have pro- 
grams in place to meet and exceed operationally-focused knowledge, skills, and 
abilities (KSA). Further, high-value performance will be gained through the princi- 
ples of high reliability, appreciative inquiry, and other programs and processes. 


(continued on next page) 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@ mail.mil. 
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To achieve the KSA target set, our specialty leaders have impressively delivered 
14 MSC specialty-specific sets of readiness criteria in each of the following areas: 
core practice/clinical currency, readiness currency/combat specialty knowledge, and 
readiness proficiency/operational platform. These criteria will ensure our MSCs are 
well-trained to meet current and future operational requirements. Of course, in the 
high-reliability realm, our HRO Strategic Goal Group (SGG) leads the way in edu- 
cating, highlighting, and informing all across Navy Medicine with a speaker series, 
webinars, podcasts, best practices, and a recognition program. Finally, our POMIs 
are working every day to align Navy Medicine capabilities and solutions to Fleet 
and Fleet Marine Force requirements to better define resource requirements to miti- 
gate identified gaps. 


The above examples represent only a fraction of the work by all MSCs at every 
level of our organization in support of our most critical mission — to project medical 
power in support of Naval superiority. Keep up the great work! As always, I re- 
main grateful for your leadership, hard work, and dedication. 


ih a 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@ mail.mil. 
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CONGRATULATIONS TO OUR FY-23 ACTIVE DUTY 


REAR ADMIRAL (LOWER HALF) 
STAFF CORPS SELECT! 


CAPT MATTHEW CASE 


ALNAV Message 006/22 (Date - 2/01/2022): 
https://www.mynavyhr.navy.mil/Portals/55/Messages/ALNA V/ALN2022/ALN22006.txt? ver=StyZExz0gM 
fa4fs2qQUHYQ%3d%3d 


“The Rudder” Editing Team Hails and Farewells 


Hails 
CDR Rodel Divina - Editor-In-Chief 
LCDR Yekaterina Anderson - Editor-In-Chief 
LCDR Adam Biggs - Assistant Editor/Collator 
LT Adam Braly - Assistant Editor/Collator 
LT Melissa George - Assistant Editor/Collator 
LT Micaela Julien - Assistant Editor/Collator 
LT Courtney Rafferty - Assistant Editor/Collator 


Farewells 
LCDR Clark Hartley - Editor-In-Chief 
LT Rommel Rabulan - Editor-In-Chief 
LCDR Jonathan Jacesko - Assistant Editor/Collator 
LCDR Camille Ryans - Assistant Editor/Collator 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@ mail.mil. 


FROM THE CORPS CHIEF’S OFFICE 
SAVE THE DATE: 


MSC LIVE EVENT W/RDML WEBER 
APRIL 28, 2022 1800-1900 EST 
DoD 365 TEAMS 
(CONTACT YOUR SL/ ASL FOR THE LINK ) 


NOW AVAILABLE ON MILSUITE: 


HRO STRATEGIC GOAL GROUP WEBINAR RECORDING 
"BUILDING A TEAM TO WIN" PRESENTED BY 
VINCE STARKS, CAPT, NC, USN (RET) 
HELD ON FEBRUARY 14, 2022 1430-1600 EST 


INTERESTED IN AN EXECUTIVE 
MEDICINE POSITION? VISIT THE 
OFFICE OF THE CORPS CHIEFS NAVY 
MEDICINE LEADERSHIP PAGE FOR 
CURRENT COMMAND & MILESTONE 
SLATES AND SCREENING 
La INFORMATION. 


Co) 
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https://esportal.med.navy.mil/bumed/m00/m00c/pages/executive-medicine.aspx 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@ mail.mil. 


CUSTOMS AND HERITAGE 


ASPIRING FOR MOBILITY: MOBILE HOSPITAL No. 1_4ND THE 
ESTABLISHMENT OF NAVY FLEET HOSPITALS IN WORLD WAR IT 


By: ANDRE 


World War II posed many new 
challenges for Navy Medicine. Chief 
among them was how to ensure the 
continuum of care for wounded com- 
bat personnel serving in the Pacific 
Theater. Part of Navy Medicine’s 
answer to this dilemma was the Fleet 
Hospital. 

The Navy launched the fleet hospi- 
tal concept in 1940 with Mobile Hos- 
pital No. 1. Commissioned at the Na- 
vy Medical Supply Depot in Brook- 
lyn, N.Y., this experimental facility 
was packaged in an assortment of 
“barrels, bales, boxes and crates” and 
shipped to Guantanamo Bay, Cuba. 
Over a period of over two months 
beginning on October 30, 1940, medi- 
cal personnel assigned to this unit 
sorted through the containers and as- 
sembled a series of buildings. The 
hospital became fully operational on 
January 10, 1941. 

As Navy physician and medical 
observer CDR Thomas Magath re- 
marked, “Probably the most interest- 
ing part of the whole experiment was 
to observe the efficiency of the hospi- 
tal corpsman. Not only was he able to 
be a good mechanic, electrician, or 
plumber, but he was able to clear the 
land of virgin brush, lay water lines, 
erect shower baths, build concrete 
foundations for buildings and, of 
course, carry out with usual naval 


Sadly 


Za e 


Aerial view of Mobile Hospital No. 1, 
Guantanamo Bay, Cuba, January 1941 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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proficiency laboratory and operating 
room techniques and general nursing 
care.” 

As it had been originally con- 
ceived, the mobile hospital was Navy 
Medicine’s answer to the “build-it- 
yourself” Sears Catalog Home of the 


POE WOSP #2, haf 


1920s and ’30s. And as would be the 


case throughout the war, all medical | 
personnel assigned to the mobile # 
medical facility were involved with | 


its construction and maintenance. 

In an article published The Naval 
Medical Bulletin in 1941, Mobile 
Hospital No. 1’s commanding officer 
commented that medical personnel 
“have done the work of stevedores, 
ditch diggers, cement workers, pipe 
fitters, carpenters and laborers ... Our 
laboratory officer has been in charge 
of laying water pipes and concrete 
work. Our X-ray specialist has been 
in charge of digging latrines. Our psy- 
chiatrist has become expert in plan- 
ning and erecting shower baths. All 
sorts of latent talent have been devel- 
oped ...” 

Designed as a 500-bed facility, 
Mobile Hospital No. 1 was equipped 
with a self-contained power plant, 
refrigeration facilities, a water purifi- 
cation plant, commissary, laundry, 
galley, X-ray, dental, laboratory, 
wards, and quarters. After months in 
operation, Mobile Hospital was disas- 


{| sembled by medical personnel, crated, 


and then shipped to Bermuda for reas- 
sembly. 

In August 1941, the second Navy 
mobile hospital was commissioned. 
As was common practice for all Mo- 
bile/Fleet Hospitals throughout the 
war, the facility was again commis- 
sioned at the Naval Medical Supply 
Depot in Brooklyn with assigned 
personnel present and 
shipped to its point of destination. 
Assigned personnel would undergo a 
period of indoctrination in administra- 


a= 


Headquarters of Mobile Hospital No. 2 
Pearl Harbor, T.H. in 1942 


tive, construction, and medical prob- 
lems and be trained with the equip- 
ment and deciphering the special 
markings placed on packages and 
crates containing the building facili- 
ties. 

Mobile Hospital No. 2 arrived in 
Pearl Harbor, T.H., just weeks before 
the attack on the naval base. On De- 
cember 7, 1941, despite still being 
under construction, personnel at- 
tached to the hospital were able to 
improvise a makeshift facility and 
assist in the care of 110 casualties. 


Deploying Mobile Hospitals to the 
Pacific 

As naval forces moved further 
west into the Pacific to engage in 
campaigns at Guadalcanal, Tarawa, 
and a host of other battlefields, addi- 
tional Mobile Hospitals were estab- 
lished and deployed in quick succes- 
sion. By the end of 1943, mobile 
medical facilities had been set up on 
Samoa, New Caledonia, New Zea- 
land, the Solomon Islands, and Aus- 
tralia. Separate from mobile medical 
facilities, Navy base hospitals were 
also established across the great swath 
of the islands in the Pacific. 


(continued on next page) 
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Mobile medical facilities and base 
hospitals differed primarily in the size, 
location, and the relationships with 
their chains of command. Base hospi- 
tals were smaller than mobile facili- 
ties, were located at established naval 
bases, and the officers in charge re- 
ported to commanding officer of the 
base. Mobile hospitals could be inde- 
pendent commands, and their officers 
in charge reported to the commander 
of the fleet. 

The year 1944 saw the construction 
of two additional mobile facilities as 
well as a new designation for them— 
Fleet Hospitals. 

Although the individual structures 
could vary in size, all mobile hospital 
buildings were constructed out of pre- 
fabricated steel (Quonset Huts), wood, 
and canvas. Established in 1942, Mo- 
bile Hospital No. 4 (later known as 
“Fleet Hospital 104”) in Auckland, 
New Zealand was comprised of 98 
structures—44 Quonset huts and 55 
wooden-framed buildings. Mobile 
Hospital No. 5 in Noumea, New Cale- 
donia (later known as “Fleet Hospital 
105”), was comprised of 55 prefabri- 
cated steel structures and just three 
temporary wooden buildings. 

The Mobile/Fleet Hospital —__ 
on Noumea, New Caledonia, ~ - 
was comprised of CO/XO 
quarters, nurses’ quarters, 
crew barracks, main hospital 
and wards, sick officer quar 
ters, a recreation building 
galley, laundry, craft shop, ; 
chapel, and athletic field. The 
hospital even had its owng 
medical storehouse that fur 
nished supplies to other nava 
medical facilities in the Pacif- “ 
1c: 

Mobile Hospital No. 9/ 
Fleet Hospital 109 in Bris- 
bane, Australia had a printing 
press which produced a news- 
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letter (called the “The Mob-ster’’) and 
a baseball team that for a time even 
included the likes of professional ball- 
players-turned-sailors like Phil Riz- 
Zuto. 


Treating Casualties 

Mobile/fleet and base hospitals 
treated thousands of patients through- 
out the war in the Pacific. Patients 
ranged from casualties from Guadalca- 
nal and the Battle of Coral Sea to 
thousands sidelined by tropical diseas- 
es and those suffering from neuropsy- 
chiatric breakdowns. 

Pharmacist’s Mate First Class 
Charles Stackpoole, assigned to Mo- 
bile Hospital No. 7 [MOB-7] in Nou- 
mea, remembered one Marine treated 
at the hospital that he later referred to 
as simply “Tommy.” 

“MOB-7 had some pretty bad cases 
especially when a new beachhead was 
taken. ‘Tommy’ was such case. He 
was struck by a piece of shrapnel, this 
removed his eyebrow, the bone struc- 
ture above the eye, and about two plus 
inches of his skull. The shrapnel must 
have been hot because he did not bleed 
a great amount. He was unconscious 
and passed by as ‘dead’ on the first 


sweep. On a more detailed examina- 
tion his heartbeat was detected [and] 
he was brought in for care and 
transport.” 

Tommy remained at the mobile 
facility for weeks. Eventually regain- 
ing consciousness, he was eventually 
transferred to a hospital ship and 
brought back to the United States 
where he was treated at the Naval 
Hospital Bremerton, Wash., before 
being discharged. 

Early in the war malaria proved a 
significant issue for U.S. forces 
fighting in the Pacific. Malaria admis- 
sions to mobile hospitals outweighed 
combat casualties in 1942 and 1943. 
At Mobile Hospital No. 6 in Welling- 
ton, New Zealand malaria had been 
the primary cause for admission and 
by March 1943, with 76 percent of all 
of patients being treated for the dis- 
ease. 

In the 2010 HBO series, The Pacif- 
ic, PFC Robert Leckie is sent to a mo- 
bile medical facility after suffering 
from nocturnal enuresis caused by 
combat _ stress. Combat _ stress/ 
psychoneurosis patients were often 
admitted to mobile medical facilities. 
For example, in 1943, some 22 percent 

(2,208) of all patients admitted 
to Mobile Hospital No. 8 on 
-Guadalcanal suffered from 
» war-induced psychoneurosis. 
To better administer to the 
needs, several of the mobile 


) treating certain types of pa- 
tients. Until 1944, Mobile 
Hospital No. 4 received most 
of the neuropsychiatric pa- 
ients; and Mobile Hospital 
No. 3, operated as a filariasis 
center in the Pacific. 


Personnel attached to Mobile Hospital No. 2 Pearl Harbor, 
T.H., transporting casualties on December 7th, 1941. 


(continued on next page) 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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The Mobility Misnomer 

By 1944, mobile hospi- 
tals/fleet hospitals patient 
loads had dropped drastical- 
ly. As the war progressed 
and U.S. forces moved clos- 
er to Japan, many of these 
facilities became further re- @ 
moved from the areas of 
combat. This necessitated 
dismantling and relocating 
the hospital and at times dis- 
establishment. Fleet Hospi- 
tal 109 relocated from Bris- 
bane, Australia to Samar, 
P.I. where it was combined 
with Fleet Hospital 114. 
Fleet Hospital 104, formerly © 


located in Auckland, New  Corpsmen attending to casualty i Fleet Hospital on Tarawa, 


Zealand was moved to Nou- 
mea and then Okinawa 
where it was decommissioned. 

By 1945, Guam served as the home 
of Fleet Hospitals 3 (formerly of Sa- 
moa), 111, and 115. Interestingly, 
after World War II, Fleet Hospital 103 
became part of the reestablished Naval 
Hospital Guam, and Fleet Hospital 
111 would become the Guam Memori- 
al Hospital. 

Despite their important contribu- 
tions, the idea of mobility was a mis- 
nomer and underscored their greatest 
flaw. These hospitals were large and 
bulky and in World War II there was 
no prepositioning of equipment. As 
one medical officer put it: 

“Although Fleet and Base Hospi- 
tals as presently planned are excellent 
as comfort for patients and working 
conditions for Medical Department 
personnel, they do possess the distinct 
disadvantage that they are bulky and 
require considerable shipping space to 
transport, and time and effort to estab- 
lish; even more is necessary to dis- 
mantle, refit, and move forward. In a 
fast-moving type of warfare over vast 
distances as had typified operations in 
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1944 


the Southwest Pacific, Naval Hospitals 
have not been capable of receiving 
casualties until the assault beaches 
have moved far ahead, often over 
1,000 miles. With the consistent short- 
ages of AHs, APHs, and APAs in the 
Seventh Fleet, it had been necessary to 
resort to hospitalizing naval patients in 
Army hospitals in many areas. The 
latter are easily transported and quick- 
ly erected, and while they do not af- 
ford many of the refinements of the 
less refinements of the less mobile 
refinements of the less mobile naval 
hospitals, are able to offer excellent 
early care to casualties at a time when 
the need is urgent.” 

The Navy was aware of the limita- 
tions of hospital mobility. It is as Rear 
Admiral Lucius Johnson later quipped: 
“A point to be remembered is that 
when a hospital stays in one place for 
a considerable amount of time it loses 
its mobility.” 

By the Okinawa campaign of April 
1945, the Navy sought newer and 
more mobile medical units called 
“Special Augmented Hospitals.” 


| These served as part fleet 
‘hospital and part Marine 
‘Corps field hospital and 
LJ) were designed to bring ser- 
jvices like X-ray, surgery, 
_ dentistry, laboratory and 
- neuropsychiatry to the front- 
lines within a matter of 
Eight of these hos- 
pital units were planned and 
five of them were estab- 
lished in Okinawa. 
Although fleet hospitals 
were not used in Korea or 
* Vietnam, the existing need 
‘ for mobile hospitalization 
| for deployed assets helped 
ensure that the concept 
would not die. In 1976, the 
fleet hospital program was 
reborn and over the next 
decades fleet hospitals (now known as 
expeditionary medical facilities) were 
effectively deployed again and again 
in support of an assortment of combat 
and humanitarian efforts covering the 
globe. 


Sources: 

Johnson, Lucius. “United States Naval 
Mobile Base Hospital No. 1.” The Na- 
val Medical Bulletin, October 1941. 


Johnson, Lucius. “Mobile and Base 
Hospitals.” The History of the Medical 
Department of the United States Navy 
in World War II. Vol. 1 Government 
Printing Office, 1953. 


“Mobile, Base and Special Augmented 
Hospitals.” U.S. Navy Medical De- 
partment Administrative History, 1941 
-1945. Vol. 2: Organizational History, 
Chapters X-X VI. 1946 (Unpublished). 


Stackpole, Charles. U.S. Navy Mobile 
Hospital # 7 (Later renamed Fleet 
Hospital # 107), 15 April 2002. 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 


Medical Assignments 
https://www.mynavyhr.navy.mil/ 
Career- 

Manage- 
ment/Detailing/Officer/Pers-44- 
Staff-RL/Medical-Assignments/ 


MSC Detailers 


CAPT Brandon Hardin 
(Senior MSC Detailer/ HCC/ 
Med Techs) 
brandon.w.hardin2@navy.mil 
(901) 874-3756 DSN 882 


CDR Robert Nevins 
(HCA) 
robert.p.nevins@navy.mil 
(901) 874-4120 DSN 882 


LCDR Ryan Aylsworth 
(HCS/PAs) 
ryan.j.aylsworth@navy.mil 
(901) 874-4115 DSN 882 


ww 


NOTE: The MSC 
downstream is not be- 
ing published at this 
time. Please contact 
your Detailer if you are 
within your negotiating 
window. 


SPOUSE CO-LOCATION 
DISCUSS WITH YOUR DETAILER EARLY 


BLUF: Spouse co-location assignments are fully supported by the Chief of Naval Person- 
nel and, when requested, become the highest priority and main duty preference, consistent 
with needs of the Navy. 


What is co-location? Co-location is when a married couple of two military members are 
able to move together and establish a joint household. It can be two Navy members, or a 
Navy member married to a member of another uniformed service. Co-location does not 
include assignment for duty near a civilian spouse, including civilian Government em- 
ployees. 


When does co-location not apply? Members can decide not to be co-located, and this 
would need to be communicated by both members to their respective detailers. Also, co- 
location may not be achievable during a training assignment, nor during the utilization 
tour immediately following the training assignment. 


What are some other restrictions or difficulties with co-location? 


e Assignments will be made to fill valid Navy requirements, considering the needs 
of the military family, as well as the manning of the losing and gaining activities; 
therefore, co-location and immediate reassignment may not always be possible. 


Co-location of Navy members with members of other uniformed services or 
services of other countries are much more difficult and may not always be 
possible. 


While there is no established maximum distance between duty stations for co- 
location, 90 driving miles should be used as a guide when considering co-location 
requests. 


Fulfilling duty preferences for geographical location, or type of duty or unit may 
not be possible. 


Military couples will not be permanently assigned to the same ship or the same 
shipboard deployable command. 


Members will not be assigned to the same command ashore with the same 
reporting senior without the gaining commanding officer’s concurrence. 


How do I apply for co-location status? Requests for co-location will not be considered 
unless the members are married at the time of request. Officers desiring co-location must 
each submit a one-time request on NAVPERS 1301/85, with command endorsement, to 
their detailers noting their military couple status, service of spouse, and spouse’s detailer’s 
contact information. Both members must be in agreement that co-location is desired. 


If you have any questions about co-location, please contact your MSC detailer, and we 
will be happy to assist. For the full Navy policy on co-location, please see MILPERS- 
MAN 1300-1000. 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@ mail.mil. 


CAPT Patricia McCafferty, Deputy Chief of Staff, Naval Medical Forces Pacific, retired on the 1“ of 
February 2022 after 29.5 years of service in the U.S. Navy. While on active duty she successfully filled in- 
creasingly demanding roles starting as a dietician at Naval Hospital Great Lakes. Upon transferring to Roo- 
sevelt Roads Puerto Rico, she was promoted and subsequently assumed the role of department head of clini- 

cal nutrition and food and nutrition services where she was recognized for providing support during two nat- 
ural disasters. After affiliating with the Navy Reserves in 1998, she continued her track record of success- 
fully holding billets that increased in leadership responsibility and scope across a variety operational plat- 
forms. Always increasing her knowledge base and volunteering for challenging assignments, CAPT McCaf- 
ferty also excelled in her Command and post-Command billets. As the Deputy Chief of Staff at Naval Medi- 
cal Forces Pacific, CAPT McCafferty was integral in providing counsel and support on complex issues as 
well as leveraging her experiences to provide guidance and encouragement to junior and senior officers 
alike. Our community is extremely grateful for CAPT McCafferty’s selfless service, her energy, and her 
positive influence to countless MSCs over the years. She will be deeply missed by all in the Medical Service 
Corps community, and we wish her “Fair Winds and Following Seas” and success and happiness as she 
embarks on her newest journey. 


Share your photos, sea stories, and BZs tor, IF Ru DDE R 


Submit them through your chain of command to: MSC Corps Chief's Office 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@ mail. mil. 


SPECIALTY SPOTLIGHT 


HEALTH CARE ADMINISTRATORS 


BY: CDR DIANA GARCIA, MSC, USN 


Health Care Administrators (HCAs) repre- 
sent the largest of the 31 subspecialties within 
the Medical Service Corps (MSC) and shares 
multiple subspecialties under the HCA umbrel- 
la. The Health Care Administrator community 
is comprised of 436 Active Duty and 48 Re- 
serve Officers. To commission as a Health 
Care Administrator officer, applicants have 
three options: (1) direct accession, (2) Health 
Services Collegiate Program (HSCP), or (3) 
Inservice Procurement Program. As a require- 
ment for direct accession, most HCAs hold an 
accredited master’s degree with an emphasis in 
health care administration or health policy, or 
an accredited master’s in business administra- 
tion with a concentration in health care admin- " 
istration. , it ' 

Health Care Administration roots within Joint Base McGuire-Dix-Lakehurst, N.J. CDR 
the Medical Service Corps were established in Diana Garcia audits medical records of over 
the 1950s, aligning with civilian health care 13,000 at-risk Afghan civilians and other prospec- 
models at that time as hospital-centric care. tive mmmiprant visa applicants during the emer 
Today we have Health Care Administrators Br nOy ev ellaionion aie pamisianwhnle deployed 

; ; to Fort Dix in support of Operation Allies Wel- 

operating across the globe. The 1800 primary — come as a member of Joint Task Force Liberty. 
subspecialty code provides a variety of experi- 
ences across the spectrum of health care administration for officers to develop and to hone 
their skills throughout their career. The Health Care Administrators are often considered a 
“Sack of all trades” because billets can range from medical treatment facilities, operational 
platforms on land and sea, specialty programs such as recruit duty, as well as staff assign- 
ments in policy and development roles. 


While there are many HCAs who remain a generalist for their entire career due to the 
diversity of assignments, for others, a general HCA is the gateway to many HCA subspe- 
cialties within the MSC community. Over 50 percent of general HCAs have a secondary 
subspecialty and approximately 25 percent have more than one subspecialty. As HCAs 
gain experience in particular work areas, they may choose to specialize into one of the 
nine HCA subspecialties (Patient Administration, Plans Operations and Medical Intelli- 
gence, Information Management, Health Care Facilities Planning, Financial Management, 
Medical Logistics Management, Manpower, Operations Research, and Education and 
Training). 

The first assignments of HCAs are generally leadership-focused as division officers or 
department heads serving at a Military Treatment Facility (MTF). MTFs are a great op- 
portunity for a new HCA to develop their health care administration skills and to gain ex- 
posure to military medicine’s mission, as well as the MSC community as a whole. Sec- 
ondary and career-progressing billets can be found at Defense Health Agency and Navy 
Medicine regional and headquarter elements, research commands, Marine and shipboard 
medical units, schoolhouses, and more. Officers in this community also impact the human 
capital strategy by serving as recruiters, detailers, and officer selection board sponsors to 
ensure individuals are matched with the right job at the right time. 

(continued on next page) 


“Warfighter-focused, 
Health Care Admin- 
istrators deploy on 
land and at sea in 
support of operation- 
al medicine, provid- 
ing a wide range of 
administrative ser- 
vices for the deployed 


J 


medical team.’ 


Subspecialty Code: 
1800 


End Strength : 436 
Reserve Billets: 48 


Ouestions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-officeQmail.mil. 


SPECIALTY SPOTLIGHT 


HEALTH CARE ADMINISTRATORS 
BY: CDR DIANA GARCIA, MSC, USN 


With such a diversity of tour assignments, a general HCA career 
can take many directions in support of Navy Medicine’s mission, 
progressing towards executive medicine and milestone assignments 
such as Director for Administration, Officer in Charge, Executive 
Officer, or Commanding Officer. Throughout their career, whether 
honing their skills at an MTF or supporting operational platforms, 
warfighter readiness remains a priority for HCAs. 


As professional development is encouraged across the MSC 
community as a whole, HCAs have the ability to take advantage of 
continuing education through Duty Under Instruction programs that 
will enhance their health care administration experience and 
knowledge. These programs include master’s and doctoral degrees 
as well as the Naval War College and fellowship programs that sup- 
port Navy Medicine’s warfighter mission. 


The diversity in career billets also gives HCAs the opportunity to 

work in very unique roles across the enterprise. Warfighter- 

focused, HCAs deploy on land and at sea in support of operational 

medicine, providing a wide range of administrative services for the 

deployed medical team. Even in an MTF setting, most HCAs are 

operationally assigned to expeditionary medical teams and hospital 

ships, prepared to operate worldwide. For the HCAs assigned to support of MSC-IPP recruitment and Wardroom 

MTFs, their operational platforms allow them the opportunity to engagement . Pictured (L-R) CAPT Raymond R. 

hone their leadership skills, often leading teams for short-term de- _ Bat#, MC, NMRTC Beaufort Commanding Officer; 

“1: LCDR Steve Bell, NMRTC Beaufort Comptroller/ 

ployments. Additionally, over the last year many HCAs have Ditcion Revource i cemen: 

stepped into leadership roles for Defense Support of Civil Authori- : 
ties (DSCA) and 
COVID-19 vaccination teams deployed across the United 
States, as well as refugee missions. As HCAs grow in their 
specialty, they have the opportunity to assume key leadership 
milestone positions such as Director for Administration, Of- 
ficer in Charge, and executive medicine roles. 


The HCA community takes pride in being the backbone of mil- 
itary medicine. While the skills and responsibilities do not in- 
volve providing direct care, they provide the support to clini- 
cians and researchers alike who care for our beneficiary popu- 
lation. Their tools in management, tracking, administration, 
resource allocation, and more make them key players in our 
Navy health care team. 


San Antonio, Texas. LCDR Veronica White, assigned to 
the operations department of Naval Medical Forces Sup- 
port (NMFSC), receives her Joint Service Achievement 
Medal for her deployment in support of COVID-19 vac- 
cination efforts. 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 


HRO COVID RESPONSE: TESTING AND 
VACCINES 


BY: LCDR COLLEEN CORDRICK, MSC, USN 


For THE MSC HIGH RELIABILITY ORGANIZATIONS (HRO) STRATEGIC GOALS GROUP 


Many parallels can be drawn between how civilian organizations and the military employ 
the principles that make up a High Reliability Organization. These parallels were high- 
lighted during our nation’s response to the COVID-19 pandemic. Principles such as Def- 
erence to Expertise, Recognizing Pitfalls, Sensitivity to Operations, Commitment to Re- 
silience, and Preoccupation with Failure would be required to ensure both a robust and 
successful COVID-19 response plan within the military and civilian sectors. In this arti- 
cle, we will take a closer look at the roles that the MSC Clinical Laboratory Officers and 
one of our Reserve military counterparts played in the COVID-19 testing response, and 
the vaccination efforts that took place within a local community. In both of these situa- 
tions, the officers and civilian personnel involved drew upon their previous experiences 
within the military and their overall clinical knowledge in developing and executing complex COVID-19 response 
plans that would have a basis in HRO principles. Overall, it was the successful implementation of the these principles 
that led to the rapid deployment of testing platforms and the ability to massively distribute vaccines, all in an effort to 
combat the unseen enemy know as SARS-CoV-?2. 


Deference to Expertise. To begin, we start in March 
of 2020 when a Navy Reservist, HMCS Brad Jewett, 
received a call that summoned him to the local Emer- 
gency Management office in Salt Lake County, Utah. 
It would be during this meeting that HMCS Jewett was 
informed that he would be designated as the new Plan- 
ning Teams Manager. Looking around, HMCS Jewett 
was quick to recognize that he was not the individual in 
the room with the most seniority, nor was he a physi- 
cian, researcher, or scientist. However, what he did 
have was the knowledge and experience to plan and 
lead a team-organized response to deal with the con- 
tainment of a highly infectious new pathogen. Within 
the Medical Service Corps, many of our own Clinical 
Laboratory Officers found themselves in the same exact 
position as HMCS Jewett. Though they were not the 
senior officers in the room, they were instead the sub- 


HMCS Brad Jewett of NURTC Camp Pendleton 


ject matter experts for COVID-19 testing platforms. The Navy’s Medical Technologists served as COVID-19 labora- 
tory test experts for fleet leadership, commanding officers, the regions, and the Bureau of Medicine and Surgery. 
They supplied critical information on the implementation and overall management of multiple COVID-19 testing plat- 
forms, and their ability to rapidly respond and provide to critical guidance was a true demonstration of Deference to 
Expertise. 


Recognizing Pitfalls. During the COVID-19 response, HMCS Jewett was given a very direct ask from the Salt Lake 
County Mayor — vaccinate 850,000 residents, ages 16 and above, in 14 days. To make this work, HMCS Jewett had 
to be keenly aware of the pitfalls of where this operation could fail. Two critical points of failure were identified as 
how the shots would be given, and the second was who would give them. The “how” was solved by identifying shot 
exercises, drive-through vaccines, appointments, community centers, and even mobilized teams going out into neigh- 
borhoods. HMCS Jewett then worked to identify the group of individuals that would administer the vaccine. Nurses, 
practitioners, and physicians were originally called upon followed by community nursing services, paramedics, and 
nursing students under supervision. With precise planning in place, by the middle of December 2020, all first re- 
sponders in the county were vaccinated. Vaccine distribution was then opened to all eligible individuals, and anyone 
who wanted a vaccine was able to get one. This reflected in the county’s overall positivity rate, which decreased from 
30 percent to 7 percent following vaccination efforts. 

(continued on next page) 


HRO COVID RESPONSE: TESTING AND 
VACCINES 


By: LCDR COLLEEN CORDRICK, MSC, USN 


For THE MSC HIGH RELIABILITY ORGANIZATIONS (HRO) STRATEGIC GOALS GROUP 


The Navy Laboratory Community’s response to COVID-19 also centered on testing and employed the same systematic 
approach. Pitfalls and risks had to be identified with the COVID-19 testing platforms that were rapidly being distribut- 
ed throughout Navy Medicine. Meticulous steps were taken to ensure that the analyzers were installed correctly, vali- 
dated, implemented, quality-controlled, had adequate staff training, and that results were being transmitted and record- 
ed as required. Each one of these areas had identified risks. However, Navy Laboratory Officers ensured those risks 
were mitigated to yield accurate and reliable COVID-19 testing results. The Navy executed all this with great preci- 
sion and in February 2020 when the Naval Health Research Center in San Diego, Calif., was the first site to go live 
with COVID testing within the entire DoD. 


Sensitivity to Operations and Commitment to Resilience. Yt was not the COVID vaccine alone that led to the drastic 
decrease in COVID positivity within Salt Lake County. HMCS Jewett and his team had to constantly be aware of 
what was and was not working, in other words remain Sensitive to Operations. To do this, a system knows as ArcGIS, 
was employed. ArcGIS was able to continuously plot multiple data points based on zip code, such as population, reg- 
istered vehicles, school data, and mean household income. This allowed the Emergency Management Team to track 
COVID as it worked its way around Salt Lake County. Eventually, they were able to identify a transmission pattern 
and, based on this data, could send community specific messaging for citizens in those areas. Messaging included so- 
cial distancing and handwashing, and additional PPE being sent to those areas in advance. 


Within the DoD, as the COVID pandemic continued to 
develop, the Navy Laboratory Officers continuously 
demonstrated their resilience combating the virus. In ad- 
dition to completing multiple training requirements to 
bring various COVID-19 analyzers online, Laboratory 
Officers and Technicians worked continuously to support 
Sentinel Surveillance Testing (SST), Operation Risk Re- 
duction (ORR), and aerosol generating procedures (AGP). 
In addition, to meet the requirements for surgical and OB § 
patients, sites implemented rapid antigen testing into their 
hospital’s COVID-19 response protocols. All while 
providing round the clock testing support, our Navy la- 
boratories maintained compliance with the DoD COVID 
Task Force requirements of accurate COVID-19 testing 
and inventory data calls, ensuring continuous COVID-19 
testing support. 


B 


Preoccupation with Failure: “It’s going to come again.’ 
There is no doubt we will face emerging threats like F 
COVID-19 again. With this in mind, it is important to } 
look at things that did not necessarily go to plan, what fie 
could have been done better, and what was an all-out fail- | 

ure. Just as our Laboratory Officers did, HMCS Jewett pay 
and his team went back and ensured that any process | 
breakdown was identified and addressed, so that when the Savers 
next pandemic comes these lessons learned can be ap- 
plied. 


. Naval Health Research Center in San Diego, Calif. | 
(continued on next page) 


HRO COVID RESPONSE: TESTING AND 
VACCINES 


BY: LCDR COLLEEN CORDRICK, MSC, USN 


For THE MSC HIGH RELIABILITY ORGANIZATIONS (HRO) STRATEGIC GOALS GROUP 


One of the biggest looming issues which most people deal with every day was communication. The absence of com- 
munication and relationships between multiple agencies led to periods of disruption. Relationships between govern- 
ment agencies, emergency medical services, and hospitals were vital. However, it took almost four to six months in 
Salt Lake County to build up these relationships to the point where information sharing was regularly utilized. Had 
these relationships been built sooner, data about number of cases in current hospitals and localities could have been 
made available, allowing for better tracking of COVID-19 data. Communication challenges are not just isolated to the 
civilian sector, and can be found within military medicine as well. To combat some of the communication challenges, 
CAPT Stacie Milavec, MSC, USN, the Navy’s Laboratory Service Chief at the height of the pandemic, provided daily 
communication and information to the Navy laboratories and also answer questions being posed by leadership. In ad- 
dition, to eliminate any confusion CAPT Milavec would provide an explanation for the information being provided, so 
that it was not numerous emails being forwarded en masse. Taking the time to ensure clear and consistent communica- 
tion contributed to the success of the Navy being able to implement COVID testing 24 hours a day in support of our 
operational forces and beneficiaries. 


“The next bug is on its way. What’ it going to be?” History will tell us that viruses like COVID-19 remain on the 
horizon and ready to strike. The question is not will it happen. But, will we be ready? Will we take the lessons learned 
from communication, logistics, training, and interpersonal relationships and improve upon them so that when forced 
into a crisis again, these critical areas can readily be implemented? Or will we all breathe a deep sigh of relief and try 
to put all of this behind us? The answer is, we must look towards the principles of High Reliability Organizations to 
plan today for the unknown tomorrow. 


Visit us on MilSuite. 
The go-to place for MSC High Reliability Organization 


information. 


https://www.milsuite.mil/ book/groups/navy-msc-high-reliability- 
organizations-hro 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 


HRO SPECIALTY SPOTLIGHT 
HEALTH CARE ADMINISTRATORS 


LCDR RANJAN SHIRLEY, MSC, USN 


For THE MSC HIGH RELIABILITY ORGANIZATIONS (HRO) STRATEGIC GOALS GROUP 


eee The Navy Health Care Administrators (HCA) community is integral to the Na- 
mi vy’s mission and the delivery of care to the warfighter and beneficiaries. The Navy 
Medicine Readiness and Training Unit (NMRTU) Marine Corps Recruit Depot 
(MCRD) San Diego is one of two Naval clinics dedicated to supporting the Marine 
Corps Recruit training mission and its approximately 18,000 recruits annually. 


LCDR Ranjan Shirley represents the principles of High Reliability Organiza- 

tions (HRO) while serving as the Administrative Officer since September 2020. Uti- 

_ lizing the tenets of HRO leadership principles developed through the Medical Ser- 

vice Corps, LCDR Shirley oversaw the female integration and MHS GENESIS im- 

plementation team with sound use of project management principles. He also de- 

ployed in support of Southern Partnership Station-21 (SPS-21) as an HCA serving as 
the first POMI Officer for this platform. 


Preoccupation with Failure: With multiple teams working on the first female inte- 
gration in MCRD’s history and implementation of MHS GENESIS at the first DoD 
accession site, LCDR Shirley coordinated the process of data collection, a complete 
overhaul of workflow with input from functional area experts. Any one step is a 
point of failure when designing a process and workflow for a clinic that intakes over 


- . 600 recruits in a week. LCDR Shirley and his team reviewed each step of the process 
LCDR R. Shirley MSC, USN | with high levels of detail and accountability to ensure high quality patient care is 
provided to a no-fail Marine Recruit Mission. 


Operationally Focused: The first female recruit integration for MCRD San Diego occurred in Feb 2021. LCDR Shirley coordi- 
nated efforts to stand up a Well Women's Clinic in collaboration with hospital and clinic leadership. LCDR Shirley’s team looked 
at the process from all angles and created process flow charts to aid the staff in the requirements for movement of female recruits 
through the clinic and integrating this group in recruit processing. 


Readiness Focused: His versatility and breadth of experience allowed him to fill the POMI role in support of the Southern Part- 
nership Station-21 deployment; his reputation as a readiness leader resulted in this assignment. LCDR Shirley’s impact on this 
deployment was on a Joint training initiative for patient evacuation, patient movement procedures, emergency management prin- 
ciples and incident Command Center theory. He and his team members were acknowledged by the host nations with a letter of 
appreciation from Vice Admiral Naval Pacific Command, Colombia. 


Commitment to Resilience: The number of recruits in training at MCRD at any given time fluctuates from approximately 3,000 
during the winter and spring to more than 6,500 recruits during the summer and fall. Additionally, corpsmen provide comprehensive 
field medical support coverage to over 3,000 recruit training evolutions annually. He quickly identified areas of improvement and 
vigorously advocated for support from hospital leadership; he continues to encourage cross-functional collaboration to accomplish 
the mission. 


Deference to Expertise: The NURTU MCRD San Diego is full of subject matter experts, from the E-3 HM to the O-6 OIC. 
Dentists, nurses, Marine Corps leadership, Navy chiefs, and corpsmen are all experts in their own fields. LCDR Shirley relies on 
their expertise and input to provide the best recommendations to his superiors to make informed decisions relating to clinic man- 
agement and active duty Marines enrolled at the clinic. 


LCDR Shirley’s focused use of HRO principles is one of the many reasons why NURTU MCRD has been successful in its mis- 
sion execution over the past year. His specific actions managing the clinic’s financial activities as well as supply and equipment 
issues have ensured sustained clinical performance. These accomplishments are a testament to his dedication. 


If you would like to learn more about what it takes to become a highly reliable leader 


sr or if you know of a leader exhibiting these traits, please reach out to 
% ~ LCDR Brian C. Desiderio at brian.desiderio@usmc.mil. 
Cay signs 
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This article discusses how the five High Reliability Organizations (HRO) principles 
and the 10 signature traits of a 21st Century Sailor feed into one another. When 
properly understood and applied, they help develop the best qualified officers for 
promotions and high performing teams capable of accomplishing Navy Medicine’s 
mission in the most challenging environments. We reached out to three senior offic- 
ers (CAPT Gary Grothe, CAPT Marlene Sanchez, and CDR Clemia Anderson) to get 
their take on how these concepts can be leveraged by Sailors and commands. Finally, 
we will provide definitions, examples, and share ways you can leverage these princi- 
ples and traits in your career. 


The FY-22 Convening Orders for Navy Active Duty Staff Officers 04-06 include 
new terminology and character attributes of the best qualified officers for promotion. 
The Navy is looking to promote officers who embody a Culture of Excellence. The 
best qualified officers have exemplary character which can be demonstrated by using 
the 10 signature character traits of the 21st Century Sailor. In addition to the Conven- 
ing Orders, the emphasis on Character as an integral part of a Culture of Excellence 
is also highlighted in the Surgeon General’s Medical Power for Integrated Naval Su- 
periority guidance. Navy Medicine culture is one “that emphasizes signature behav- 
iors over compliance.” 


. Treats every person with respect 

. Takes responsibility for his or her actions 
. Holds others accountable for their actions 
. Intervenes when necessary 


. Grows personally and professionally every day 
. Embraces the diversity of ideas, experiences, and backgrounds of individuals 
. Upholds the highest degree of integrity in professional and personal life 


1 
2 
3 
4 
5. Leads and encourages leadership in others 
6 
7 
8 
9 


. Exercises discipline in his or her conduct and performance 
10. Contributes to team success through actions and attitudes 


What Does it Mean to be a 21st Century Sailor? 


A 21st Century Sailor is committed to developing and modeling habits of excel- 
lence, such as the 10 signature character traits and the five HRO principles. 
“They build and contribute to a Culture of Excellence by continuously challenging 
and improving themselves and others. Our 21st Century Sailors are proactive, not 


reactive, and strive to do the right thing, all while growing a more resilient future’ 
(CAPT Sanchez). 


Also, highlighted in the Surgeon General’s guidance is a new Navy Medicine mis- 
sion: “Navy Medicine provides well-trained medical experts operating as high- 
performance teams to project medical power in support of naval superiority.” Strate- 
gically prioritizing a culture that exudes High Reliability Organization principles is 
one way the Medical Service Corps is meeting the objectives set in the Surgeon Gen- 
eral’s guidance and the Navy Medicine mission. 


CAPT Grothe provides a breakdown of 
how the 10 signature character traits of 
the 21st Century Sailor can be utilized 
in the FITREP performance traits: 


¢ Professional Expertise: Grows per- 
sonally and professionally every 


day. 


Command or Organizational Cli- 
mate/Equal Opportunity: Treats 
every person with respect, and em- 
braces the diversity of ideas, expe- 
riences, and backgrounds of indi- 


viduals. 


Military Bearing/Character: Takes 
responsibility for his or her actions; 
Upholds the highest degree of in- 
tegrity in professional and personal 
life; Exercises discipline in his or 


her conduct and performance. 


Teamwork: Contributes to team 
success through actions and _atti- 
tudes. 


Mission Accomplishment and Initi- 


ative: Intervenes when necessary. 


Leadership: Takes responsibility 
for his or her actions; Holds others 
accountable for their actions; Leads 
and encourages leadership in oth- 


ers. 


High Reliability Organizations act mindfully and organize themselves in a way that allows 
them to anticipate, respond, and contain the unexpected. HROs do this by applying the 
five HRO principles. This type of approach is incredibly important in high performance 
settings where the potential for error is overwhelming. Examples of these type of settings 
in the Navy are: aircraft carriers, emergency medical treatment centers, and air traffic con- 
trol and operation systems. “The beauty of the principles and concepts of HRO is that they 
can be applied to ALL disciplines within the Corps” (CDR Anderson). 


“By practicing a culture of inclusion, 21st Century Sailors can help a Command be an 


1. Preoccupation with failure. 
Attention on close calls and near misses (“being lucky vs. being 
good”); focus more on failures rather than successes. 


2. Reluctance to simplify interpretations. 
Solid “root cause” analysis practices. 


3. Sensitivity to operations. 
Situational awareness and carefully designed change management pro- 
cesses. 


4. Commitment to resilience. 
Resources are continually devoted to corrective action plans and train- 


ing. 


5. Deference to expertise. 
Listen to your experts on the front lines. 


HRO. For example, there can be efficiency and safety, HRO execution and career success, 
and innovation and respect for tradition” (CAPT Sanchez). “Not only are the concepts and 
tenants of HRO beneficial to an MTF and the MHS, but applying the HRO concepts to an 
individual officer lends itself to continuous personal and professional development as 
well” (CDR Anderson). 


Developing a self-awareness of an organization and of an officer are not, and should not 
be, compartmentalized. These concepts combine as a whole to create a high-performing 


officer and a high-performing team in an exponential way. By applying the signature traits 
of the 21st Century Sailor and leveraging the HRO principles, you are setting yourself up 
for long-term career success and setting your command up for long-term mission achieve- 


ment. 


Thank you to everyone who provided interviews for this article 
CAPT Gary Grothe, Deputy Chief for Patient Administration, Defense Health Agency 
CAPT Marlene Sanchez, Staff Inspector for Medical Inspector General 
CDR Clemia Anderson III, Deputy for MEDLOG IT Program Management Office, DHA 
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CAPT Sanchez provides examples of 
how applying these HRO principles can 
help the overall success of the Sailor and 
the Command. 


These principles are based on developing 
and honing anticipatory and containment 
skills. 


¢@  Preoccupation with Failure not only 
helps to improve workplace safety 
by training one’s mind to look for 
potential areas of failure and weak- 
ness. It can also encourage personal 
and professional growth (Signature 
Behavior No. 6). 


Deference to expertise trains our 
mind to look for individual expertise 
not only in our leaders but in every- 
one connected to us. This helps us 
embrace the diversity of ideas, expe- 
riences, and backgrounds (Signature 
Behavior No. 7). 


Reluctance to simplify (avoiding the 
quick answer or quick fix) develops 
and exercises our self-control and 
self-restraint skills to ensure optimal 
discipline in conduct and perfor- 
mance even under stressful situa- 
tions and austere environments. 
(Signature Behavior No. 9) 


If you would like to learn more about what it 
takes to become a highly reliable leader or if 
you know of a leader exhibiting these traits. 
please reach out to LCDR Brian Desiderio at 
brian.desiderio@usmc.mil. 


ARTICLE OF INTEREST 
How NAVY MEDICINE IS HELPING CHANGE INFANTRY 


TRAINING 


By: LCDR ADAM BIGGS, MSC, USN, JOSEPH HAMILTON, RACHEL 
MARKWARLD, AND LT JOHN CASACHAHUA, MSC, USN 


Data. The full story is more com- 
plex, but in a single word, data has been 
how Navy Medicine Research and Devel- 
opment helped revolutionize infantry 
training in the United States Marine Corps 
(USMC). These efforts have touched on 
every topic from developing marksman- 
ship programs to technological advance- 
ments, cognitive performance, and even 
expansions of modeling and simulation 
techniques. Still, the real value has been 
the very real impact upon USMC training. 
Every infantry Marine who touches 
arifle will benefit from the com- 
bined efforts of the Naval Health 
Research Center (NHRC), the Naval 
Medical Research Unit Dayton 
(NAMRUD), and the Office of Na- 
val Research (ONR). 

The story begins with a single 
scientist on a flat range trying to 
collect marksmanship data the same 
way Marines have recorded marks- 
manship data for decades. And with 
this beginning came the most obvi- ~ 
ous technical issue—that is, there 
must be a better way to record 
marksmanship than calling out shot 
placement in 100 degree North Car- 
olina summer heat while hoping 
individual digits can be heard 
through ear protection. In response, 
ONR supported the development of novel 
technology that enabled digital recording 
for the accuracy and speed of almost every 
round fired during a marksmanship assess- 
ment. An entire company could complete 
the assessment in the time it previously 
took for one squad to shoot a similar 
course of fire. 

More than just saving time and re- 
sources, the technological solution opened 
new opportunities as data recording be- 
came more precise. Speed could be 
tracked with the same confidence and reli- 
ability as shot placement. Now, one data 
scientist with a tablet can track more accu- 
rate and relevant data on more shooters 
than one thousand pen-and-paper solutions 
ever could. The practical applications are 
happening today too, and not just as fresh- 
ly minted grant proposals. This capability 
is being transitioned to the USMC’s new 
Infantry Marine Course (IMC) as you read 
this article. So, the first success is that 


every shot fired in USMC Infantry Marks- 
manship Assessment (the primary marks- 
manship event of the IMC) and multiple 
other training programs are now using 
technology that ONR helped develop 
through small business innovative re- 
search. That is the first success, not the 
last. 

Better data collection techniques 
also produced better data analysis. Here is 
where modeling and simulation become 
key to evaluating warfighter lethality. 


te 


Quantico, Va. - USMC Weapons Training Battalion. Joe 
Hamilton, a program manager for the Naval Health Re- 
search Center, training Marines on the then-prototype 
Joint Marksmanship Assessment Package (JMAP). JMAP 
is currently being used to capture live-fire data on every 
Marine who attends the USMC’s pilot “Infantry Marine 
Course.” 


Whereas the previous efforts would have 
instructors and commanders debating the 
merits of a one-quarter second improve- 
ment on one drill versus a 5% accuracy 
improvement on another drill, SPEAR 
simulations better connect these raw in- 
fantry performance variables to combat 
readiness. SPEAR is a quantifiable model 
of lethality—something the combined 
team also, ironically, spearheaded—that 
converts raw marksmanship metrics of 
speed, accuracy, variance, and weapon 
handling into a quantifiable chance of 
winning a gunfight. 

Building upon the Markov Chain 
Monte Carlo technique, these simulations 
use fluctuations in individual performance 
to identify the percentage change of win- 
ning a fight against a given opponent as 
well as noting the conditions of victory. 
Rather than one-quarter second on one 
drill and 5% accuracy on another drill, the 
data analysis might determine that this 


squad has a 70% chance of defeating a 
near-peer opponent and will suffer four 
casualties during the engagement. This 
results in more precise than the pen-and- 
paper method, more direct connections to 
lethality, and an easier way to brief when 
presenting results to senior leadership. 
Not done yet either. Better data 
analysis also leads to better comparisons 
across programs. It has long been difficult 
to compare outcomes from novel training 
initiatives. Each uses different drills, dif- 
= ferent ranges, or different people and 
leads to a comparison that resembles 
apples to airplanes more than apples 

~ to oranges. With SPEAR simulations, 
and other data analysis techniques, 

» these programs can be quantified and 
compared better than ever before. 
Instructors can determine what works 
and what does not, which helps with 
curriculum development. Who has the 
better method? What should become 

= doctrine? These answers can now be 

‘| data-driven in a way they never have 
been. The days of “some dude said” 
are giving way to an era of data sci- 
ence in the Marine Corps, thanks 
largely to Navy Medicine. 

Playing to the puns once more, 
these efforts are only the tip of the 
SPEAR. The combined efforts of Na- 

vy Medicine organizations are changing 

more than just one widget, one program, 
or one command. There is a culture shock 
reverberating through the Marines where 
even a Private First Class starts asking 
questions, seeking information, or propos- 
ing new courses of action rather than au- 
tomaton-like regurgitation of partial infor- 
mation. This change is due in part to Navy 

Medicine, but also due to the boundless 

initiative and work of Marine Corps in- 

structors developing course requirements 
of the IMC. Moreover, the project is only 
three years into the data collection effort, 
five years since the now principal investi- 
gators first met—and we have only just 
begun. As the Marines will say about the 
ongoing efforts, “if the course is exactly 
the same in 10 years, we failed.” 

Change is on the horizon, and data 
will be at the helm. 


ARTICLE OF INTEREST 
THE POWER OF MENTORING 


CDR Damita Zweiback’s promo- 
tion to her current rank is a testament 
to the “Power of Mentoring.” Long 
ago, CDR Zweiback knew having a 
mentor was important to achieving 
her goals. While a freshman in high 
school, Damita approached the 
founder and president of Pica Sys- 
tems, Inc., Ms. Barbara A. Atkins, 
during career fair day at her school. 
Her mission was to find a job for the 
summer. 


“Little did I know when I met 
Damita Dorsette-Zweiback, a ninth- 
grader at Detroit Northern High in 
Michigan, that I would become an 
influencer in the life of this young 
lady through the role of mentoring,” 
states Ms. Atkins. “Damita ap- 
proached me and asked if she could 
work for my company. Eager and 
enthusiastic, she had a hand-written 
resume of her college-prep classes, 
her 4.0 G.P.A., and the name of her 
school career counselor for a refer- 
ence. Without hesitation I hired her. 
From that day I have not regretted 
my decision. She proved to be an 
outstanding employee, supplying ex- 
cellence in every aspect of service 
and delivery.” 


BY: BARBARA A. ATKINS 


CDR Zweiback also knows the 
secret to success is maintaining life- 
long relationships with her mentors. 
Ms. Atkins took Damita under her 
wing and mentored her for the next 
40 years throughout her bachelor’s, 
master’s, and doctorate education, 
and throughout her careers in public 
health, information technology, and 
Navy Medicine. 


Similarly, when CDR Zweiback 
(then a Lieutenant) met RADM Gil- 
lingham (then a Captain and Fleet 
Surgeon of U.S. Pacific Fleet) in 
2012, she knew this would be a life- 
impacting connection. Brand new to 
the Navy, she was determined to put 
her best efforts forward and soak up 
as much knowledge as she could 
from the Fleet staff. CDR Zweiback 
maintained her connection with 
RADM Gillingham throughout her 
four tours aboard the USNS Mercy, 
(T-AH-19) and during her tours at 
the Pentagon. 


“Tt was perfect and fitting to be 
promoted aboard the USNS Mercy 
hospital ship where I served my first 
deployment. And to have the honor 
of RADM Gillingham administer the 
oath was tremendous! It shows just 


how great and amazing he is as a 
leader and mentor. With the Admiral 
administering the oath and my first 
mentor, Ms. Atkins, serving as the 
Mistress of Ceremony, it was incredi- 
ble. So much of my career decision 
and aspirations were due to their 
guidance and support. I can’t express 
my gratitude enough to both of them! 
I also owe a great deal to the staff of 
the USNS Mercy, the Navy Surgeon 
General Staff, and my current com- 
mand, the Marine Corps 4th Medical 
Battalion, for their outstanding sup- 
port and efforts in making the cere- 
mony happen. I especially thank 
CAPT Anthony L. Lacourse, Com- 
manding Officer; CAPT Luis Nunez, 
Executive Officer; LtCol Sarah Pez- 
zat, Director, Inspector Instructor; 
Maj Carlos Cruz and his wife Kristi- 
na, Ms. Mary Lou Mooney; YNC 
Calvin Moseman; CAPT Karla La- 
pore, and CDR Eric Polonsky for 
making the ceremony a success.” 


The Power of Mentoring was evi- 
dent on October 2, 2021 for CDR 
Zweiback. CONGRATULATIONS, 
Commander. Well-done! 


; 
_ 


Naval Base San Diego, Calif. - USNS Mercy (T-AH-19). Navy Surgeon General, RADM Bruce L. Gillingham, administers the 
oath of office to mentee MSC Officer, CDR Damita J. Zweiback. 


MSC Strategic Goal Groups (SGG) Updates 


High Reliability Organization 
HIRO In Action 


You may have heard of Ready Reliable Care (RCC), DHA’s initia- 
tive to unify high reliability across the military health system. Es- 
sentially, it is the HRO principles we follow with two additional 
principles (in bold below): 


Preoccupation with Failure 


Sensitivity to Operations 


Deference to Expertise 


Reluctance to Simplify 


Commitment to Resilience 


Respect for People 


Constancy of Purpose 


The plan is to recommend an integrated HRO strategy for the 
MHS. The HRO IPT identified the following goals, “Zero 
Harm,” seven HRO guiding principles, and the four Domains of 
Change: Leadership Commitment, Culture of Safety, Continuous 
Process Improvement, and Patient-Centeredness. 


Navy Medicine will continue HRO implementation with a focus 
on operational medicine and align with DHA MHS RCC where 
possible. 


For additional information and resources please visit the HRO 
Strategic Goal Group milSuite site: 
https://www.milsuite.mil/book/groups/navy-msc-high- 
teliability-organizations-hto 


If you have ideas in our journey towards a Higher Reliability Navy 
Medicine, please contact LCDR Brian Desiderio at bri- 
an.desiderio@usmce.mil 


Transition Tracking Team 


At the request of the MSC Corps Chief, the TT SGG was tasked 
to thoroughly review current guidelines for two popular milestone 
positions — Director for Administration (DFA) and Officer in 
Charge (OIC). The SGG analyzed the current Navy Medicine 
milestone selection criteria, duties and responsibilities of each 
position, and opportunities throughout an Officer’s career to gain 
the knowledge, skills, and abilities (KSA) for a successful DFA or 
OIC tour. 


Hotlinks To Roadmaps: 
DFA and OIC| Subspecialty 


Please contact TT SGG Lead, LCDR Eugene Smith, Jr., eu- 
gene.smith17.mil@mail.mil, if you have conceptual MSC career 
progression and milestone ideas that you would like to see devel- 
oped. 


Webinar Program 


~ Access the Webinar Archive ~ 
milSuite (All Webinars) | YouTube (new webinars) 


*NEW* MSC Subspecialty Series 


Health Care Administrators 
Health Care Clinicians 
Health Care Scientists 
Thank you to LT Chad Milam, LCDR Krystal Glaze, CDR Sara Bustamante, Spe- 
cialty Leaders, and Many MSC Members! 


Operational MSC Interview Series 
Naval Air Warfare Center — Aircraft Division (NAWCAD) 
Aetomedical Support: milSuite | YouTube 


Aerospace Optometry & Vision: milSuite | YouTube 
Aero Physiology & Exp. Psych.: milSuite | YouTube 
LT Krusely — IHO aboard the U.S.S. Nimitz 


Record Management — Your Record, Your Responsibility! 


*NEW* NML&PDC Lunch & Learn Record Management 
*NEW* NML&PDC Lunch & Learn FITREP Writing 


FITREP Writing: Part 1 & Part 2 
Reading the Board Convening Order 


Record Management Overview 


Selection Board Overview 
ODC | OSR | PSR Part 1 | PSR Part 2 
AQDs 


Mid-Term Counseling 


Career Planning 
DUINS (Duty Under Instruction) Application Process 


Career Intermission Program 


Billet Priority 
Staff Organization Codes 


Specialty Leaders & Placement Officers 


Leadership & Day-To-Day Operations 
Qualities of a Good Leader 
Navy Correspondence 
Spreadsheet Basics 
Executive Medicine AQD - [MESI 


Conducting Retirement Ceremonies 


Conducting Reenlistment Ceremonies 
Navy JPME Phase 1 

JPME — Other Services 

MSC Officer Recruiting 


Conducting an officer recruiting interview and Letters of Recommenda- 
tion 


Please contact adam.preston.2@us.af.mil if you are interested in joining our 
team or are interested in being interviewed for our Operational MSC Series! 
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MSCS IN FOCUS 
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Camp Atterbury, Ind. Operation Allies Welcome Team 3. Pictured (L-R) Back row: LT Nathan Johnson, HCA; LT Gill Trainor, HCA; LT Cath- 
erine Mayberry, HCA. Pictured (L-R) Middle row: CDR Tinsika Riggs, Dietician; LT Alfred Canoy, Lab Officer; LT Maureena Dimarzio, 
HCA; LT Victoria Flood, Physical Therapist; LT Donny Le, Pharmacist. Picture (L-R) Front row: LTJG Vanessa Pursel, Physician Assistant.; LT 
Ivoryee Martin, Clinical Psychologist. Missing: LT Yeong Kim, Medical Logistics. 


Pearl Harbor, Hawaii. Navy Environmental and Preventive Medicine Unit Six pays their respects on the USS ARIZONA Memori- 
al to commemorate the 80th anniversary of the bombing of Pearl Harbor. 


Questions or comments? Email us at usn.ner. bumedfchva.list.msc-corps-chiefs-office@mail.mil. 


Page 22 


MSCS IN FOCUS 


Fort Pickett, Va. NMRTC Portsmouth’s Medical Service Corps Officers deployed with Expeditionary Medical Unit (EMU) Juliet 
and provided crucial expertise in support of the Operation Allies Welcome mission. The EMU and International SOS Health Care 
professionals worked as a collaborative team to provide medical screenings in accordance with USCIS I-693 Immigration Medical 
Exam to the Afghan evacuees on Fort Pickett, Va. The medical team conducted over 6,000 medical screenings and provided more 
than 46,000 vaccines to the Afghan population desiring to resettle in the United States. Pictured above Top Row (L-R): LT 
Deshawnda Gilliam, Pharmacist; LTJG Cheryl Kivlehan, Patient Administration; LT Elizabeth Conley, HCA; LCDR Stanley 
Favard, TFS Cell/Logistics. Bottom Row (L-R): LTJG Heather Naylor, HCA; LCDR Aaron Eckard, Operations; LT Brian Shea, 
Supply Officer; CAPT Dawn Freeman, OIC; LT Mari Moffitt, HCA; LT Dawn Whiting, FDPMU-5; LTJG Timothy Newman, 

TFS Cell; LTJG Mohammad Ismail, Lab Officer. Not Pictured: LT Heather Wallace, General Surgery Physician Assistant. 


Recruit Training Command (RTC) Great Lakes, Ill. LCDR Wayne G. Simonds, MSC, USN and SN Tamon G. Simonds, 
USN complete a Hand Salute during the 15 December 2021 Boot Camp Graduation Ceremony. LCDR Simonds is cur- 
rently stationed at Ist Medical Battalion, 1st Marine Logistics Group, I Marine Expeditionary Force, Camp Pendleton, 
Calif., as the I MEF Credentialing Officer. Upon boot camp graduation, SN Simonds left for Pensacola, Fla. to attend 
Cryptologic Technician Networking (CTN) “A” School and his follow-on “C” school. Upon completion, SN Simonds is 
looking at putting a package together to be an Intelligence Officer or possibly a Medical Service Corps Officer. 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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North Chicago, Ill. NMRTC Great Lakes Medical Service Corps Holiday photo. (L to R) LT Staci Jones, Phar- 
macist; LT Bobby Greene, POMI; LT Brian McNeil, Social Worker; LTJG Lindsey Rude, Health Care Adminis- 
trator; LCDR Laura Riebel, Physical Therapist; LCDR David Lester, Health Care Administrator; CDR Jeremy 
Pyles, Director for Administration, and LCDR Shane Modglin, Environmental Health Officer. 


<r be a 


Newport, R.I. NMRTC New England and U.S. Naval War College, Intermediate/Senior Course. Pictured Top Left Back Row (L-R): LT Stephen 
Jaggi, Optometrist; LCDR David Lane, RHO; LT Chris Fotopulos, HCA; LCDR Brandon Hermansen, POMI, NWC; LT Christian Fletcher, 
POMI, NWC; CDR Chris Lingard, POMI, NWC. Pictured Top Left Front Row (L-R): LT Grant Greenberg, Social Worker; LCDR Gregory 
Halol, DFA, NMRTC NE; CAPT Duneley Rochino, XO, NURTC NE; CAPT Gordon Blighton, CO, NURTC NE; LCDR Luke Richmond, 
POMI, NWC; LCDR John Delano, POMI, NWC, and CDR Randy Gire, POMI, NWC; NOT PICTURED: CAPT(s) Dean Goad, POMI, NWC. 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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Naval Health Clinic Cherry Point, N.C. Pictured above, CAPT Scott Coon, Executive Officer (center) and LCDR Renardis 
Banks, DFA (left) speak with Mr. Roy Stephens, the facility’s Maintenance Supervisor. CAPT Coon and LCDR Banks con- 
ducted the maintenance walkthrough to gain a better perspective of the challenges of ensuring the clinic’s continued operations 
and preparations for the upcoming North Carolina hurricane season. 


Camp Pendleton, Calif. Pictured above (L-R): LCDR Christopher Washington, lst MEDLOG CO; LT Rannie Gibson, MAR- 
FORPAC MEDLOG Planner; LT Wisdom Henyo, Ist MEDLOG XO. MARFORPAC Office of the Force Surgeon, visit 


1st MEDLOG Company during I MEF’s Prepositioning Operational Planning Team (OPT). 


Questions or comments? Email us at usn.ner.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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USS AMERICA (LHA-6). Pictured above (L-R): LT Derek J. Witkowski, POMI, 31st MEU Med Planner; LT Carolan Whitney, 
Physician Assistant, CLB31/31MEU Battalion Surgeon; LTJG Esneider Herrera, HCA, Medical Regulating Control Officer (MRCO) 
FST SEVEN, and LT Karina Rosario, Medical Administration Officer (MAO) conduct an informal Medical Service Corps gathering 
aboard USS AMERICA. 


Unit SIX (NEPMU-6) (front row, bottom left) at the Barangay Health Clinic conducting Pacific Partnership 2022 (PP-22) planning. 
LT Appling is the PP-22 EHO and part of the advanced site surveillance team. Pacific Partnership is an annual multinational deploy- 
ment designed to improve interoperability of the Indo-PACOM region military forces, governments, and humanitarian organizations. 


Questions or comments? Email us at usn.ncr.bumedfchva.list.msc-corps-chiefs-office@mail.mil. 
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~ ea ri - an aie nae — : i The Medical Service Corps supports Navy Medicine's 


MSC, USN readiness and health benefits mission. It is the most 
diverse Officer Corps in Navy Medicine with 31 
Bureau of Medicine & Surgery specialties organized under three major categories: 
Office of the Medical Service Corps (M00C4) Health Care Administrators, Clinical Care Specialties, 
7700 Arlington Blvd, Ste 5135 and Health Care Scientists. There are over 3,000 ac- 
Falls Church, VA 22042 tive and reserve MSC Officers that serve at Military 
Treatment Facilities, on ships, with the Fleet Marine 


F : : a 
Phone: (703) 681-8548 orce, with Seabee and special warfare units, in 


DSN: 761-8548 
Fax: (703) 681-9524 


Email: MSC Corps Chief’s Office 


research centers and laboratories, in a myriad of staff 
positions with the Navy and Marine Corps, and with 


our sister services around the world. 


Deputy Director Career Planner Policy & Practice 


CAPT Roderick Boyce, MSC, USN CAPT Robert Anderson, MSC, USN CDR Jennifer Wallinger, MSC, USN 
Comm: (703) 681-8547 Comm: (703) 681-8915 Comm: (703) 681-8896 

DSN 761-8547 DSN 761-8915 DSN 761-8896 
roderick.|.boyce.mil@mail.mil robert.l.anderson.mil@mail.mil jennifer.c.wallinger.mil@mail.mil 


Reserve Affairs Officer Executive Assistant/Action Officer Liaison Officer 


CAPT David Fabrizio, MSC, USN LCDR Carolynn Hine, MSC, USN LT Kevin Mollema, MSC, USN 
Comm: (703) 681-8904 Comm: (703) 681-8924 Comm: (703) 681-9257 

DSN 761-8904 DSN 761-8924 DSN 761-9257 
david.j.fabrizio.mil@us.navy.mil carolynn.a.hine.mil@mail.mil kevin.g.mollema.mil@mail.mil 


